quantified in 5 specimens. Results: The NH was present in 100% of the specimens. In all, 83% had a typical presentation (McCabe and Kleinert). In the typical presentation, the NH divided proximally in the forearm from UN on average 10.23 cm distal to the medial epicondyle and 15.4 cm proximal to the pisiform. In the atypical presentation (17% of the specimens), the NH divided on average 17.9 cm distal to the medial epicondyle and 8.76 cm proximal to the pisiform. The dorsal sensory branch divided from the UN on average 7.91 cm proximal to the pisiform. Sympathetic nerve fibers were found in all the fascicles studied of the nerve samples. However, when analyzing the area of the fascicles studied, the NH had a higher number of sympathetic fibers per square millimeter compared with the UN and dorsal sensory nerve. The UA appear to present more sympathetic fibers between the media and adventitia after the NH reaches the artery. Conclusion: The NH was observed in all the forearms studied (100%). Previous studies described the presence of NH up to 58% of the specimens. We think that the main difference in the presence of NH is because we only used fresh cadaveric forearms. A proximal origin of the NH was the most common presentation. In all the cases, the NH joined the UA in the forearm after exiting the UN, showing a strong anatomic relation between these 2 structures. Immunochemistry confirmed the presence of sympathetic fibers in all the nerves of the ulnar innervation. If we consider the area of the fascicles studied, the greatest carrier of sympathetic fibers per square millimeter in the ulnar innervation was the NH. It appears that the UA presents more sympathetic fibers between the media and adventitia after the NH reaches the artery. There might be a place for NH resection in the treatment of vasospastic disorders.
Purpose: To examine postoperative sensory recovery of patients who used Nerbridge® for sensory nerves, and the indications. Subjects and methods: We investigated length of the transplanted nerve, postoperative sensory evaluation, and Disabilities of Arm, Shoulder and Hand (DASH) score in patients who underwent surgery at our center and could be followed up for at least 6 months. The participants were 11 patients (8 men and 3 women) with 17 nerves for study whose mean age at the time of injury was 48 years (15-64 years) and mean follow-up period was 14.4 months (6-28 months). We used the Semmes Weinstein (SW) test for postoperative sensory evaluation. Results: Mean length of the transplanted nerve was 17.3 mm (3-41 mm); the sensory evaluation had 8 patients in the blue range, 6 in the purple range, and 3 in the red range; and the mean DASH score was 16.3 points (1.7-37.5 points). The results tended to be unfavorable for patients with severe injuries such as an amputated finger and those with relatively long transplanted nerves. The results of this study indicated that Nerbridge® worked well with digital nerve deficits on the order of 20 mm. Discussion: When the results following artificial nerve transplants were as good as or better than nerve autografts, the donor site was not problematic and the transplantations with artificial nerves were clearly useful. The product would be decomposed and absorbed in vivo in approximately 3 months. Although the product can be used for a maximum length of 50 mm, in a deficit over 30 mm, the regenerating nerve might be metabolized before reaching its distal nerve stump; thus, a nerve autograft would be preferred in that situation.
